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Abstract 
 
Background: To determine risk factors in cases of third 
and fourth degree anal sphincter damage during vaginal 
deliveries. 
Methods: In this descriptive study  all women with 
recognized third or fourth degree perineal tear were 
included .The main outcome measures were relationship 
with parity, weight of baby and mode of delivery.In all 
patients end to end anastomosis technique was used to 
repair the tear.  
Results:  A total no of 57(1.8%) were identified to have 
sustained anal sphincter complex damage out of 3076 
vaginal deliveries. The mean age was 25.65 +_4.6 years. 
Majority 52 (91.2%) were between 20-35 years and 3 (5.26%) 
> 35years.Most commonly the tears were seen in patients 
of reproductive age group. The primipara or primigravidas 
had highest  frequency of anal sphincter 
damage(71.9%).Thirty three  (57.9%) had  spontaneous 
vaginal deliveries (SVD) , 11 (19.3%) SVD with 
episiotomy, 11 (19.3%) forceps and 1 (1.75%) vacuum 
delivery. Majority (63.16%) delivered babies between 2500-
3500 grams.  
Conclusion: Anal sphincter damage is strongly 
associated with first vaginal delivery. Forceps delivery as 
compared to vacuum delivery has higher rate of third and 
fourth degree tears. Mediolateral episiotomy may have 
protective role. 
Key Words: Anal sphincter damage., third degree 
perineal tears 
 
Introduction 
     Anal sphincter rupture is reported in about 0.5-
2.5% of vaginal deliveries in centers that practice 
mediolateral episiotomies and 11 % that practice 
midline episiotomies.1 In some studies it is reported in 
2-6% of all vaginal deliveries.2 However 33% of 
women sustain occult anal sphincter injury during 
vaginal delivery.3 Obstetric anal sphincter injury 
encompasses both third and fourth degree perineal 
tears. A third degree perineal tear is defined as a 
partial or complete disruption of the anal sphincter 
muscles, which may involve either or both the external 
anal sphincter (EAS) and internal anal sphincter (IAS) 
muscles. A fourth degree tear is defined as a 
disruption of external anal sphincter with a breach of 
anal and rectal mucosa. 4 
     These injuries are associated with early, 
intermediate and long term complications including 
perineal discomfort, dysparunia, flatus and or fecal 
incontinence and fecal urgency. A tear involving the 
anal sphincter during vaginal delivery has great 
bearing on a woman’s future continence.5-8 The risks 
associated with these tears are forceps delivery, 
midline episiotomy, first vaginal delivery, large baby, 
shoulder dystocia and persistent occipitoposterior 
position.9  
 
Patients and Methods 
     All women who delivered at Izzat Ali Shah female 
hospital from Feb 2006 to August 2009 and had either 
third or fourth degree perineal tears were included. 
The Inclusion criteria was singleton pregnancy, 
cephalic presentation, at or > 37 weeks of gestation. 
While breech, and twin deliveries were excluded.   The 
main outcome measures were relationship with parity, 
weight of baby and mode of delivery. 
       The classification of anal sphincter tears used in 
this study was taken from Green Top Guideline by 
Royal College of Obstetricians and Gynaecologists. 4 
The classification is as following,  
Third degree, Injury to perineum involving the anal 
sphincter complex: 
 3a: Less than 50% of EAS thickness torn 
3b: More than 50% of EAS thickness torn 
3c: Both EAS and IAS torn 
Fourth degree Injury to perineum involving the anal 
sphincter complex (EAS & IAS )and anal epithelium. 
    In all patients end to end anastomosis technique was 
used. Vicryl 1 for sphincter and vicryl 3/0, 2/0 was 
used to stitch if anal or rectal mucosa was involved. 
All the patients were given antibiotics including 
metronidazole. Laxative and stool bulking agent was 
also prescribed. As a protocol full extent of injury was 
explained to the patients before and after repair. 
 
Results 
       Out of  total 4321 deliveries caesarean sections 
were 1245 and vaginal deliveries 3076. A total no of  
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57(1.82%) patients  were identified to have sustained  
anal sphincter  complex damage. Majority (91.2%) 
were between 20-35 years of age .  
Table 1: Risk factors for anal sphincter 
tears- Characteristics (n=57) 
  NO (%) 
Age <20 3(5.25) 
(Years) 20-35 51(89.47) 
 >35 3(5.26) 
Parity PG 41(71.91) 
 MG 16(28.10) 
Weight 2-2.5 KG 5(8.77) 
(Kg) 2.6-3.5 36(63.16) 
 3.6-4.5 13(22.8) 
 >4.5 1(1.75) 
 NK 2(3.50) 
Mode of 
Delivery SVD** 33(57.90) 
 SVD** &EPI*** 11(19.30) 
 Forceps 11(19/30) 
 Vacuum 191.75) 
 NK 1(1.75) 
Tear Type 3a 11(19.30) 
 3b 21(36.85) 
 3c 12(21.05) 
 4th 11(19.30) 
 NK 2(3.50) 
Gestation 37-40 39(68.40) 
(Weeks) >40 18(31.60) 
 *NK --not known;** Spontaneous vaginal delivery;*** Episiotomy 
    Primpara or primigravidas had highest frequency of 
anal sphincter damage (71.9%). Spontaneous vaginal 
delivery was seen in 57.9%. Episiotomy was protective 
and when instrumental deliveries were considered 
tears were more common with forceps (19.3%) than 
vacuum 1.75%.The most common tear was 3b and 
birth weight was in range of 2600-3500 gms.  The 
primigravidas had more tears and 3b was the 
commonest tear (Table 1  &2). 
 
Discussion 
    In present study the incidence of 1.8% is comparable 
to the other studies although the occult damage is 
more common 33%. 9-11 These tears are associated with 
short term, intermediate and long term complications. 
These include perineal discomfort, pain and  edema. 
Later on flatus, fecal urgency or incontinence may 
develop.12-14 
   The psychological aspect of such injuries and their 
complications cannot be ignored. Other risk factors 
include forceps delivery, midline episiotomy, first 
vaginal delivery, large baby, shoulder dystocia and 
persistant occipitoposterior position. An elevated risk 
in primipara can be due to relative inelasticity of the 
perineum and a reduction in risk with increasing 
parity is in line with earlier reports. 15-,17 
 
Table  2 : Relationship of birth weight with 
degree of tear 
 No (%) 
Age (Years)  <20  3 (5.26) 
 20-35  51 (89.47) 
 > 35  3 (5.26) 
Parity  Primigravida  41 (71.91) 
 Multigravida  16 (28.10) 
Birth Weight(kg)  2-2.5  5 (8.77) 
 2.6-3.5  36 (63.16) 
 3.6-4.5  13 (22.80) 
 >4.5  1 (1.75) 
 Missing  2 (3.5) 
     Mediolateral episiotomy has a protective effect  
against the occurrence of third degree perineal 
ruptures in spontaneous vaginal deliveries which was 
not influenced with parity. Midline episiotomies are 
related with increased risk and in the centre, entailing 
this study, usually mid line episiotomies are avoided. 
Assisted vaginal deliveries were also found to be 
associated with increased risk of anal sphincter 
damage and this effect was more profound with 
forceps as compared to vacuum. With respect of 
prevention of anal sphincter damage vacuum 
extraction is preferred over the forceps delivery if the 
situation permits the use of either instrument. 
     Present study shows no significant positive 
corelation with the birth weight and third degree tears. 
As 63.16 % patients had babies with birth weight in the 
range of 2600-3500gms. Only 1.75% had birth weight 
more than 4000 gms.  Shione et al reported a 
significant Odds ratio of 1.10 per 100 gms increase in 
birth Weight.18 Another study has shown an elevated 
risk with fetal weight exceeding 4000 gms.9,19,20 
 
Conclusions 
1. Third degree tears are an uncommon but serious 
complication of vaginal delivery 
2. When multiple risk factors are present special 
attention should be directed to preventing tears. 
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